Colonic atresia and stenosis are rare causes of intestinal obstruction in the infant. Only 10 cases have been reported in Literature since 1966 and only one late-onset case has been reported in Literature until now. We describe the case of a 3 day old baby presenting with abdominal distension, failure to pass meconium and vomiting. X-ray of the abdomen showed dilated gut loops. Exploratory laparotomy was performed. At the junction of descending and sigmoid colon a stenosis was found, laparotomy also revealed a perforation of transverse colon. Transverse colostomy and a mucous fistula of sigmoid colon was performed after resecting stenosing segment and colon distal to perforation site upto stenosing site. Diagnosis was confirmed on histopathology. Colostomy was close after six weaks with uneventful recovery. Considering both the Literature and our case, congenital colonic stenosis should be considered one of the rare differential diagnoses in a neonate presenting as complete or partial intestinal obstruction.
Introduction
C olonic stenosis is a rare clinical entity. Incidence reported is 1/40,000 births. Only 10 cases have been reported in the literature since 1966 1 . Colonic stenoses are associated with colonic atresias and both problems contribute about 1.8-15% of intestinal atresias 1 . AbuJedeh reports a case and refers to a total nine cases reported since 1941 2 . The ascending and transverse colon tend to be more aff ected. The length of segment can range from 3-15cm
Clinical manifestations may present from birth to childhood period and include constipation, abdominal bloating and vomiting. It may also present as inability to pass meconium. Ours is the fi rst case of congenital colonic stenosis (CCS) involving descending colon and leading to perforation in the transverse colon in a three day old neonate.
The Case
We presented a case of a neonate three days old having abdominal distention and inability to pass meconium and vomiting since birth. X-ray abdomen of the neonate revealed dilated colon, small gut and few air fl uid levels ( Figure 1 ). On digital rectal examination, anus was normal and rectum was empty. Rest of the examination including chest, CVS, musculoskeletal system, CNS was normal. On 3 rd day of birth, the abdominal distention increase in severity and exploratory laparotomy was planned. Intraoperative fi ndings revealed a perforation in transverse colon wrapped by the omentum and a stenosed area of about 1cm just at the junction of descending and sigmoid colon. Saline was injected into the colon which could not pass beyond the stenosed segment ( Figure 2,3,4 ). This confi rmed the complete obstruction of the colon. Rest of the gut and stomach were normal. The perforation site was brought as end colostomy the colon distal to perforation and up to stenosed segment was resected and sigmoid colon brought as mucous fi stula ( Figure 5 ). The biopsy of the stenotic segment demonstrated complete stenosis of the colon.
Neonate postoperatively progressed well and was discharged on 6 th postoperative day. Colostomy was closed after 8 weeks of surgery and baby is doing well till date.
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Discussion
Colonic atresias and stenosis may contribute about 2-15% of all gut atresias. Isolated colonic stenosis is even rarer than atresias 1 . Binniger had reported fi rst case of colonic stenosis in 1673 and in 1922; Gaub described the fi rst survival of patient with this anomaly after colostomy 3 . Louw described that type IV colonic atresia as colonic stenosis 4 . One case of sigmoid stenosis was described by Santulli and Blanc Rectal stenosis was reported in a 3 day old full term infant 7 . As described these lesions are uncommon but may present in any age group. Prompt surgical intervention is needed for primary anastomosis ostomy formation fallowed by closure was recommended depending upon the condition of patient.
The possible etiology of congenital colonic stenosis include in vitro vascular insult which may occur due to embolus in mesenteric circulation, fetal herniation, kinks, intussuception of gut 5, 8, 9 . Maternal use of cocaine may also be implicated in neonatal intestinal ischaemia 10 .
Clinical features include vomiting, abdominal distention and inability to pass meconium or passage of only small amount of meconium but some patients may remain asymptomatic for varying periods of time depending upon the severity of the stenosis. It may present in early neonatal period as in our case. The condition has to be diff erentiated in neonates from atresias, malrotation and neonatal Hirschprung's disease, older children may present as loss of weight, failure to gain weight and failure thrive Typical X-ray fi ndings include dilated proximal gut loops and air fl uid levels. Barium enema preoperatively may be normal or in some cases depict failure of dye to progress in proximal colonic segment. Colonscopy may sometime help in diagnosis but confi rmation of the colonic stenosis is only after the exploration of abdomen, resection of diseased segment histopathology 11 .
Conclusion
Our case being fi rst of its instance is a fi rst report of congenital stenosis of descending colon with proximal clonic perforation in early neonatal period. Diagnosis was not made until exploratory laparotomy was performed. Considering both review of literature and our present case, it is wise to keep in mind congenital colonic stenosis as a diff erential diagnosis in a neonate presenting as complete or partial intestinal obstruction. 
